Objectives: To describe the immediate reported management, by general practitioners (GPs), of men presenting with symptoms of urethral discharge, or dysuria only. Subjects: All 692 GPs in practice in Brent, Harrow, Ealing, Hammersmith, and Hounslow (UK). Method: Data were collected using a GP completed questionnaire concerning the management of the last male patient seen, aged less than 40 years, complaining of urethral discharge, and the last male patient under 40 years complaining of dysuria only. Results: The response rate among GPs was 52%. Fifty three per cent of men with urethral symptoms, 86% of men with a urethral discharge and 24% with dysuria only, were identified by GPs and referred without investigation or treatment to a genitourinary medicine clinic. Of men with dysuria only, 93% of investigations by GPs were reported to include a mid-stream urine (MSU) specimen for bacteriology, and 19% a urethral swab for chlamydia. Seventy eight per cent of GPs reported using treatments with a broad spectrum antibiotic, 53% with trimethoprim, whilst 14% of GPs reported using a tetracycline in common use to treat non-gonococcal urethritis. Urine specimens were reported to be "culture positive" in 41% of men who had an *MSU specimen tested, and 15% of men who had a urethral swab tested were reported to be chlamydia positive. Conclusion: The GPs included in this study were not a full sample, or representative of all the GPs, and the data are retrospective. Nevertheless, we found a large difference in GPs reported management for men with urethral symptoms according to whether or not urethral discharge was a reported complaint. Reported management is likely to be, at least, indicative of actual management. Therefore, the results suggest that assessment by GPs of men presenting with dysuria should be explored and more appropriate management strategies defined.
Introduction
HIV and sexual health is a key priority area within the UK government's strategy: The Health of the Nation,' and the recent report, Making London Better,2 identified the need to expand the role of primary health care in the capital.
In our experience a substantial proportion of men with sexually transmitted infections present first to their general practitioner (GP). We have also noted that GPs can misdiagnose urethritis in men as urinary tract infection (UTI). Urethral discharge and dysuria are the commonest symptoms of sexually transmitted urethritis in men. Whereas discharge is highly associated with urethritis, dysuria is experienced commonly with either urethritis or a UTI.
We therefore conducted a survey to determine the immediate management by GPs of men who present to them complaining of urethral discharge, or dysuria. We wished to determine the proportions of patients with the most common urethral symptoms who are referred to a genitourinary medicine (GUM) clinic at the initial consultation, and the extent to which the diagnosis suspected by the GPs on the basis of symptom pattern influenced their immediate referral practice, choice of investigation, and antibiotic treatment.
Method
All GPs practising in Brent and Harrow health agency and Ealing, Hammersmith and Hounslow health agency were sent a questionnaire by mail. A total of 692 GPs were identified representing all GPs working in 336 practices. They were asked to indicate their immediate management, at the first consultation, of two groups of patients: the last male patient, less than 40 years of age, whom they had seen complaining of symptoms of "dysuria only", and the last male patient, under 40 years, whom they had seen complaining of a "urethral discharge". General practitioners identified the initial investigations they had undertaken, and each result as positive or negative, and the antibiotic treatments they had prescribed according to choices in the questionnaire. Men under 40 were selected so that the management by GPs of a population comparable in age to direct GUM clinic attenders could be studied. In addition, GPs were asked to report the age of the last male patient they had seen in each of the patient groups, and estimate the number of men they would see in an average six month period in each of the groups. GPs were also asked to indicate their usual practice concerning partner notification both when consulted by a man with dysuria in whom they had diagnosed urethritis, and a Clinical paper man with urethral discharge. We intended the designation "dysuria only" to refer to a man who had complained of symptoms 343 GPs who provided an estimate was two (0-30). The median number of men of similar age who had a discharge and were seen by the 336 GPs who provided an estimate was one (0-12).
Age of last men seen in each study group Two hundred and twenty-eight GPs reported that the age of the last man they saw with dysuria only. The median reported age was 32 years (range: 15-40). One hundred and ninety six GPs reported the age of the last man they saw with a urethral discharge. The median reported age was 28 years (range: 16-40). Men with dysuria only were reported as significantly older than those with urethral discharge (p < 0.0001, Kruskal-Wallis chi square 57A48, df 1). Investigation and treatment of men with dysuria All the 188 GPs who reported carrying out immediate investigation of men with dysuria, specified investigations undertaken. In addi- Results of gonorrhoea culture were reported by 22 GPs, one as positive. Results of chlamydia swab were reported by 20 GPs, three as positive.
Of the 24 GPs who reported providing immediate treatment for men with urethral discharge, nine reported using a tetracycline, seven ciprofloxacin, seven amoxycillin, and one each erythromycin and a cephalosporin. One GP reported using an antibiotic recorded as "other."
Management ofpartners
GPs were asked to indicate their usual practice with regard to sexual partners when consulted by men with dysuria in whom they had diag- 
Discussion
Two shortcomings of our study need to be acknowledged at the outset. Firstly, the response rate achieved was 52%, while we believe this is respectable for a complete sample of GPs in such a large area, those GPs included in the study clearly do not represent a random sample, and there is evidence of overrepresentation of GPs working in group practices and female GPs. Whilst our findings cannot thus be taken as representative overall they do describe reported practice of more than half of all the GPs. Secondly, the data are retrospective and based on estimates and memory. It has not been possible to validate the data and indeed it is unlikely that additional examination of the records would help. Nonetheless, we feel that the reported management is likely to be, at least, indicative of the actual management strategies used by the GPs. When considering this study we noted that dysuria is a common symptom both in men with urinary tract infection (UTI) and in men with urethritis presenting to GPs, although urethritis may be characterised by urethral discharge. At an initial consultation GPs may not be able to distinguish between urethritis and UTI based on history alone, but the presence of meatal inflammation, or urinary threads provides evidence of urethritis. 4 Furthermore, a sexual history may provide important circumstantial information to help diagnosis. In the current study, we did not ask whether GPs had taken a sexual history, or had examined their patients, or their urine. Whether information, thus obtained, had influenced GPs to identify urethritis in a proportion of men with dysuria is unclear.
We found that 86% of GPs reported immediate referral of their last male patient aged under 40 years complaining of urethral discharge. This suggests that GPs may, in general, immediately refer men whom they consider to have urethritis. In contrast, it may be that GPs do not consider urethritis the most likely diagnosis in men with dysuria whom they choose to investigate and/or treat.
Seventy two per cent of GPs reported management for men with dysuria that did not include immediate referral. Empirical treatment combined with investigation was the commonest practice. It was also rare for GPs to report referral at the same time as initiating investigation, and, or treatment (13 (6%) of GPs reported this practice). Therefore, where GPs reported investigations and treatments these were usually carried out for men with dysuria who were not referred. Ninety three per cent of such investigations included an MSU, and 19% a urethral swab for chlamydia. In 78% of cases where GPs treated patients immediately, treatment was with a broad spectrum antibiotic (53% prescribing trimethoprim), while only 14% prescribed a tetracycline. These findings are consistent with the view that the majority of GPs formed an initial diagnosis of urinary tract infection in men under 40 years presenting with dysuria only, although 59% of the GPs reporting investigation by MSU in these men, reported negative results.
Moreover, the majority of GPs reported that it was not their usual practice to advise men with urethral symptoms, in whom they had diagnosed urethritis, that their female partners should attend a GUM clinic, although this may indicate that GPs usually refer men, in whom they have made a presumptive diagnosis, and assume appropriate contact tracing is made by GUM physicians.
We suggest that urethritis should be considered more often as a possible diagnosis in this population of men and that GPs might consider a lower threshold for immediate GUM clinic referral. An underlying urethritis can be immediately assessed in the GUM setting, by Gram stain of a urethral smear, and by the urine two-glass test.4 These findings justify further assessment of GPs management of men presenting with dysuria in order to clarify the optimum management practice.
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